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NAME OF PROVIDER OR SUPPLIER
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701 WEST MAIN BLVD

CHURCH HILL, TN  37642
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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{N 000} Initial Comments {N 000}

An onsite revisit survey was conducted on 

9/20/2021 at Church Hill Care and Rehab Center 

for all deficiencies cited on 7/13/2021. N 1202 

and N 1207 have been corrected and no new 

noncompliance was found.
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